Abstract
Objective-To determine the best means of detecting hearing disability in subjects aged [50] [51] [52] [53] [54] [55] [56] [57] [58] [59] [60] [61] [62] [63] [64] [65] and whether rehabilitative intervention is acceptable in this age group.
Design-Questionnaire survey of patients on general practice age-sex registers. Two types of questionnaire were used, one being based on the closed set approach of the Institute of Hearing Research questionnaire, which had been used in a pilot study, and the other being a simplified version ofthis questionnaire developed by the Welsh Hearing Institute and based on open set questions. Questionnaires were sent up to three times, and any patients who had not responded two months after the last posting were personally contacted.
Setting-Two general practices in Glyncorrwg and Blaengwynfi in the Afan valley, West Glamorgan.
Patients-271 Patients in Glyncorrwg (136 men, 135 women) and 333 patients in Blaengwynfi (173 men, 160 women) aged 50-65.
Interventions-All patients indicating hearing disability in answering the questionnaires were invited to attend for a evaluative session in their village. After audiometric testing advice and arrangements for fitting a hearing aid were offered as appropriate.
Main outcome measures -Response rates and prevalence of hearing disability before intervention and of possession of hearing aids before and after intervention.
Results -After three postings and personal contact the response rate was 98% (266/271) (table II) .
Similarly, a direct comparison of the questionnaires in the same subjects from Blaengwynfi (n=93, 69 responded (74% response rate)) showed no significant difference between the amount of disability detected with the two questionnaires (table IV).
Discussion
We were able to detect comparatively mild hearing difficulties in a preretirement working class population by using simple questionnaires. In addition, early intervention with hearing aids was acceptable in a high proportion of those who reported having hearing problems. This was true for the questionnaire based essentially on two open ended questions used in Blaengwynfi as well as the more detailed questionnaire used in Glyncorrwg.
The use of hearing aids after intervention constituted between a fifth and a quarter of the total target population or nearly half of those indicating hearing disability. When hearing aids are used so much by comparatively young people the stigma of hearing disability and of using hearing aids is reduced. This has been shown by the fact that many patients younger and older than the study group have asked for help. Follow up six months after intervention showed that all but one of the patients continued to use their aids. Furthermore, the mean hearing levels in the better ear of those accepting hearing aids were 300 dB (SD 10O8dB) in Glyncorrwg and 29 9dB (110dB) in Blaengwynfi, considerably less than those presenting to ear, nose, and throat clinics for hearing aids.5 The hearing levels of those accepting and refusing aids are discussed elsewhere.6
The use of successive postings of questionnaires shows the diminishing returns of such an approach. Sixty five per cent of those with a hearing disability were detected with the first posting, or 78% of those prepared to accept hearing aids. Similarly, 96% of those accepting hearing aids were detected by two postings. Thus it seems reasonable to conduct no more than two postings of questionnaires. In a previous study we examined the value of intermediate indicators as determinants of which of those subjects indicating disability on a questionnaire will ultimately be offered and accept a hearing aid. We found that the result of the forced whisper test at 0-7 m was one of the best predictors. Therefore, an effective approach to the early detection of hearing disability and those prepared to accept hearing aids might be for general practitioners to send a simple one page questionnaire to The figure shows the results of the three tests of functioning of the parasympathetic nerves. Minimal damage (one abnormal result) was found in eight patients; two of these patients, one of whom was impotent, yielded a borderline abnormal result in one of the two other tests. Two patients had two abnormal results, indicating definitive damage to the parasympathetic nerves, and one of these patients was also impotent. Eighteen patients showed no sign of dysfunction of the parasympathetic nerves, but in two of these the result of one test was borderline abnormal. Postural hypotension was not seen in any patient, although a borderline abnormal decrease in systolic pressure occurred in eight patients.
Comment
Most patients treated with cisplatin, vinblastine, and bleomycin have a peripheral sensory neuropathy of the "dying back" type affecting both large and small fibres.' Conditions affecting small fibres are most likely to cause autonomic dysfunction,' and it is therefore not surprising that we observed dysfunction of the parasympathetic nerves in 10 patients. Peripheral sensory neuropathy may also explain the impotence in two of the three patients who were affected. This is important, as most doctors believe that impotence is a psychological effect of the diagnosis and treatment of testicular cancer. Furthermore, the autonomic dysfunction may become disabling when these patients are aging as it is thought to play an important part in dysfunction of the bladder, postural hypotension, and thermoregulatory insufficiency in the elderly.
None of the patients we studied had postural hypotension, and this accords with the observation that postural hypotension is uncommon in "dying back" neuropathies that affect the large fibres of the long nerves.' Cardiorespiratory arrests have occurred in patients with diabetes mellitus and autonomic dysfunction, often during or immediately after anaesthesia.4 Sudden deaths that occur in patients treated with cisplatin, vinblastine, and bleomycin are believed to be caused by vascular toxicity' but may in fact be caused by autonomic dysfunction.
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